M
ain causes of pseudoaneurysm of the carotid artery include arteriosclerosis, trauma, infections, cystic medial necrosis, fibromuscular dysplasia, and congenital anomalies. 1 Traumatic pseudoaneurysm is most often the result of blunt trauma sustained in motor vehicle crashes and presents several days or weeks after the initial injury. Pseudoaneurysms of the branches of the external carotid artery are well known, but traumatic pseudoaneurysm of the external carotid artery is an uncommon event.
In this article, we present a case of external carotid artery pseudoaneurysm that developed after blunt facial trauma. The patient presentation was atypical, since the main symptom was a pharyngeal hematoma. A false aneurysm of the external carotid artery was diagnosed by angiography and treated by embolization with silk wires. To the best of our knowledge, this is the first case of a nonpenetrating posttraumatic pseudoaneurysm of the distal portion of the external carotid artery with such as presentation.
CASE REPORT
A 24-year-old man was first admitted to the hospital after a fight. He was inebriated and presented with a laceration of the left pinna. A head, neck, and body computed tomographic (CT) scan did not reveal any significant abnormalities. The laceration was sutured and the patient was discharged after few hours of observation. Five days later, the patient was readmitted because of bleeding from the mouth. The reported blood loss amounted to 500 mL. Clinical examination showed a large mucosal hematoma bulging into the pharynx, with involvement of the left arytenoid. However, the vocal cords exhibited normal motion and the airway was not compromised. A CT angiogram demonstrated a 10-mm false aneurysm at the terminal part of the external left carotid artery between the styloid process and the ramus of the mandible (Fig. 1) . A submucosal hematoma infiltrated the parapharyngeal tissues from the nasopharynx to the lower oropharynx.
An angiography was performed confirming the pseudoaneurysm situated at the distal external carotid, below its bifurcation into internal maxillary and superficial temporal arteries (Fig. 2) . The aneurysmal sac was catheterized with a microcatheter and a microguide and embolized. Several silk wires were released to obtain a complete obstruction of the false aneurysm, with reduction of the internal maxillary artery flow (Fig. 3) . The postembolization recovery was uncomplicated, with resolution of the submucosal hematoma within a few weeks. The clinical examination was normal 2 months later.
DISCUSSION
Pseudoaneurysms have been found throughout history. Early reports describe aneurysms resulting from dueling with swords, rapiers, and other weapons. The first report of a posttraumatic pseudoaneurysm involving extracranial arteries was published in 1644 2 and up to 400 cases have been described since then. More recently, pseudoaneurysms have resulted from gunshot wounds, sports injuries, high-speed vehicular crashes, head and neck or maxillofacial surgery, and irradiation. In blunt carotid injuries, the proposed causes include exaggerated neck movements, direct blows to the head and neck, blunt intraoral trauma, or strangulation. The presumed pathophysiologic mechanisms include a stretching or a compression of the external carotid artery over the transverse process of the cervical vertebrae or over the styloid process, or both. 1 Involvement of branches of the external carotid artery is considerably more common than involvement of the main external carotid artery. The superficial temporal artery is by far the most frequently involved vessel, followed by the internal maxillary and facial arteries. A delay between the initial trauma and the diagnosis of the false aneurysm (5 days in our case) is well known. 3 A review of the recent English literature yielded only 13 other cases 4 -9 of pseudoaneurysms of the external carotid artery ( Table 1) . The majority of patients were men (11 of 13), ranging in age from 9 months to 75 years. Seven cases were posttraumatic, two were caused by an infection from bacterial or mycotic agents, two occurred after surgery (ton-sillectomy and left radical neck dissection with pectoralis major flap in an irradiated field), and two cases were attributed to arteriosclerosis.
Posttraumatic pseudoaneurysm of the external carotid arteries usually affects the parotid gland and can result in transient or complete facial paralysis. 7 Oropharyngeal hemorrhage as the first manifestation of an external carotid pseudoaneurysm has been described only once, in a 9-month-old infant with mycotic aneurysm. 8 In contrast, the hemorrhage of our patient was not limited to the oropharynx but also involved the naso-and hypopharynx. The condition was therefore more hazardous because of the potential risk of airway obstruction.
Diagnosis of an external carotid artery pseudoaneurysm can be suspected by clinical examination when a pulsatile mass is palpated or a typical systolic bruit appreciated during auscultation. Radiologic exams are performed to define the precise localization. Contrast-enhanced computed tomography could define the extent of the lesion and its relation to surrounding bony and soft tissue structures. Although the initial CT scan sometimes confirms the diagnosis, 10 often, as in our patient, no clear vascular abnormalities are detected, possibly because the false aneurysm had not yet developed. Angiography remains essential for diagnosis, especially in deep localizations.
In the reported cases, treatments included ligation with excision of the pseudoaneurysm in seven cases, ligation without excision in one case, and embolization in five cases. When the pseudoaneurysm is anatomically amenable to repair, surgical intervention is recommended. 1 Recently, radiologists have developed considerable expertise in angiography and selective embolization. Among the available embolization materials, silk wires are safe and associated with less inflammation or hemorrhagic complications. 11 In our patient, the location close to the 
